It was an exceedingly boisterous day, and very windy; the children had just left school and were romping about, when this boy noticed someone's umbrella being blown along the street.
He ran after the umbrella and, endeavouring to catch hold of it as it was blown along, he fell, and it was said that one of the ribs of the umbrella entered his left orbit and he at once became unconscious. The accident probably happened about 3.30 p.m. and as soon as an ambulance could be procured he was brought to the Infirmary.
He was a well-nourished and healthy-looking boy, but was evidently suffering from shock. He was very white and cold, his pulse, 66, was fairly regular, his respirations 24 Examination at 10 p.m., on the day after the accident was quite possible. The hsematoma on the right frontal eminence had not assumed any great size. It was now possible to see the small punctured wound just below the mesial canthus of the left eye.
There was considerable ecchymosis of both eyelids but more particularly around the site of the puncture.
The ocular conjunctiva also presented ecchymosis at the corresponding part. Both conjunctivae were slightly yellow. There was paralysis of the left lateral rectus muscle, but no diplopia.
A quiet day and a better night found him much improved on the second day after the accident. He was quite conscious and now answered questions intelligently. He was, however, somewhat irritable, and resented being touched. He complained of considerable frontal headache. The sub-conjunctival ecchymosis was more extensive than on the previous day. He had no desire for food, was very drowsy and slept most of the day, but he had considerable thirst, and though he frequently drank water, he vomited almost as frequently. On the third day his colour was much better and his pulse 72 and regular, and a week later he was sitting up in bed talking quite rationally and did not complain of any discomfort.
On the fourteenth day from the accident he was allowed up for a little, but complained that his left hand was shaky, and it was noticed that he dragged his left foot. Indeed, in walking he had a somewhat ataxic gait, sometimes dragging his toes and sometimes raising the foot very high. He had a very decided tremor of his left hand, which seemed to be specially marked when he made movements with his right. There seemed to be a loss of power in the muscles of the left side of the body as compared with those of the right. A slight ankle clonus was present on the left side; the knee-jerks were present and not increased, but on the left side the movement was sometimes delayed in a curious way and sometimes the reflex jerk was followed by a peculiar second involuntary kick. Ten days later the boy had no complaints whatever, took his food well, slept well, and had gained weight since admission. He was able to walk a step or two unassisted. With the dynamometer the power of the two hands was found to be equal. His 3. The weapon then passed through the left cerebral peduncle in the region of the red nucleus and the substantia nigra. There is no evidence of its further progress. 4 . The strain on the trunk of the abducent nerve doubtless injured its deep nucleus in the tegmentum, and the subsequent reactionary oedema would explain the slight contra-lateral facial affection due to the way in which the intrapontine motor portion of the facial nerve loops round the abducent nucleus. ' The very temporary nature of this imperfect facial paresis makes oedema more probably the cause than haemorrhage. 5 . The injury to the cerebral peduncle and the reactionary oedema which would follow, would explain the slight and temporary affection of the contra-lateral oculo-motor nerve, as some of the oculo-motor fibres going to the opposite eye pass through this part of the brain. He remained unconscious for four days and though he improved temporarily he relapsed and died on the seventeenth day after the assault. A perforation of the orbital plate of the frontal was found with adherent cerebrum and a purulent meningitis and cerebritis.
The fracture may not always occur through the orbital plate as in an interesting case recorded by Guthrie.7 " A woman who had been struck by her husband on the left eye with a tobaccopipe, while preparing her frying-pan for cooking, knocked him down with the frying-pan and ruptured his right eye, which was lost. She then pulled out a piece of the pipe which was sticking in the orbit between the upper and inner side of her own eye which was uninjured." She had no discomfort " for several days," then headache, nausea, rigor, and rise of temperature and two days later she became delirious and died. On postmortem it was found that half an inch of the red waxed end of the tobacco-pipe had gone through the sphenoid bone by the side of the sella turcica and lodged in the brain, where it lay embedded in pus.
An even more extensive injury with an aberrant course of the wounding agent is recorded by Baker G in the case of a man aged 26 who through the lower eyelid received a wound of the left orbit from a stick ? of an inch in diameter. He at once became unconscious and the contracted pupils did not react to light. Though on the fourth day he was able to tell about his accident he died on the fifth day. Post-mortem examination showed that the stick had passed beneath the globe, through the orbital plate of the ethmoid, the floor of the sella turcica, and broken off the posterior clinoid process. The middle cerebral artery had been damaged. Through the middle lobe of the right side of the brain backwards and outwards the weapon had passed into the middle cornu of the right lateral ventricle.
These cases could easily be added to, but enough have been given to show the contrast between those cases of wound through the orbital plate and these where the cerebral injury has taken place through the superior orbital fissure. The highest picture is a lateral radiogram of the skull-base showing how a knitting-needle passed along the roof of the orbit through the superior orbital fissure rests on the superior border of the petrous bone before it reaches the occiput.
The lowest picture is a composite one of two radiograms to show the degree of possible lateral divergence between a needle passed along the lateral and one passed along the mesial wall of the orbit, before entering the superior orbital fissure.
The circular inset is a radiogram of the apex of the orbit (reduced J). It has been misplaced in reproduction. The circular black dot indicates the lateral wall of the orbit, not the floor as appears in the print. The mesial boundary of the orbital fissure forms a crescent, at the lower cusp of which is seen the foramen rotundum, while at the upper cusp is the optic foramen. The inferior orbital fissure is not indicated.
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